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• CHAP has two roles in the Pathways Model.  It serves as both a service agency and as a technical consultant that serves the local Hub. 
• CHAP primarily uses low birth rates to determine high risk areas.  Low birth weights serve as a proxy to poverty in those areas as well. 

Context 

Resources 

Funding 
 

• Department of Jobs and 
Family Services 

 
• Medicaid / Managed Care 
 
• Academy of Pediatrics 

Access to Child Health 
Grant. 

 
• Osteopathic Heritage 

Foundation 
 
• Private and Community 

Based Organization 
Donors 

 
*Contracts which reimburse 
program based on 
performance. 

 
Staffing 

• Community Health 
Workers 

 

Target Population 
           Context                       Population 

 
Targeted Risk Factors 

 
Key Factors:   
• Poverty (eligible for 

TANF) 
• Socioeconomic 

determinants  
• Culture: fear and dislike of 

system. 
• Transportation barriers  
• Housing Instability  
• Behavioral health 
 
Other Factors: 
• Racial minorities 
• Unemployment 
• Family history  

 
Patient Population 

 
• The program used the 

process of geo-mapping to 
focus on two 
neighborhoods in Richland 
County, OH with a high 
prevalence of Low Birth 
Weight (birth of less than 
2,500 grams / 5.5 pounds) 
and low socio-economic 
status 

•  The two areas accounted 
for 7% of county’s 
population, but accounted 
for 30% of LBW babies.  
This was more than three 
times the overall county 
average of 8% in 2001.   

• Within the urban areas, 
primary ethnicities were 
White, Hispanic, and 
African American.  In rural 
areas, Appalachian White 
and African Americans 
were dominant. 

Primary 
Populations 

 
• High risk 

pregnant 
women  

 
• Other 

pregnant 
women with 
co-occurring 
illness and/or 
condition 
(e.g., 
HIV/AIDS, 
mental illness, 
homelessness
) 

Secondary 
Populations 

 
• Early 

childhood 
intervention 
o Lead 

screening 
o Immuniza

tion 
o Developm

ental 
Screening 

• Asthma 
• Chronic 

Conditions 
 

Activities Outcomes 

Infrastructure 
Development 

 
Creation of Community 
Hub: 

• Each care coordination 
agency that was part of 
the Hub focused on 
specific at-risk census 
tracts.   

• Communication among 
coordination agencies. 

 
Identification and Training 
of Community Health 
Workers (CHWs): 

• Recruitment of CHW’s 
from community to 
represent population 
being served. 

• 12 credit hour training 
program developed and 
administered through 
community college. 

 
Financial Incentives for 
CHW’s: 

• Reimbursement based 
on performance. 

 
Retention of CHW’s: 

• Competitive salary 
 
Service Monitoring: 

• Hubs track delivery of 
services and client 
compliance to 
program. 

 

Pregnant Women Pathway Services 
 

Enrollment: 
• Seek women in community and engage them. 
• Door to door visits within community to provide information on program. 
• Referrals from other agencies. 
• Identify women in Richland County confirmed to be pregnant through a 

pregnancy test. 
 
Care Coordination: 

• Provide basic pregnancy education – Parents as Teachers (PAT) or 
newborn home visit nurse educator. 

• Determine and document woman’s: 
o Insurance Status 
o Source(s) of Prenatal Care 
o Barriers to getting prenatal care 

• Provide referrals to providers to deliver appropriate care. 
• Schedule appointment with prenatal care provider. 

 
Evidence Based Intervention Confirmed: - Connection to prenatal care can 
reduce the incidence of Low Birth Weight. 

• Confirm that woman kept first prenatal appointment.  Document: 
o Date of 1st appointment and next scheduled appointment. 
o Due date. 
o Concerns identified during prenatal visit. 

• Check on woman’s prenatal appointments at least monthly. 
 
Final Outcome: 

• Document baby’s birth weight, estimated age in weeks and any 
complications. 

• Newborn Home Visit by RN completed and confirmed through Early 
Track. 

 

Other Pathways – 40 Developed Pathways 
Specific pathway based on conditions: 
• Enrollment 
• Barriers to care identified and overcome 
• Evidence Based Intervention Confirmed 
• Final Outcome Documented 
 

Improved Pregnancy 
Outcomes: 
 
• Increased number of 

births with healthy 
weights. 

• Tracking of average 
birth weight s 
compared to Medicaid 
and Census tracts in 
area. 

 

Improved Service Outcomes 
 
• Enhanced access to care for those at risk and connecting 

them to evidence based interventions. 
 
• Increased number of Pathways completed. 
 
• Reduced duplication of services & costs. 
 
• Provided timely, efficient & accountable care 
 

Partners  
 
• Care coordination agencies 

targeting maternal and 
child health: 
- RCCS 
- DRCA 
- CHAP 
- MORCHD 
- Richland Newhope 
- UMADAOP 
- SHPH 

 
• Local community based 

organizations, e.g., 
religious institutions and 
YMCA.   

 

Clients are better educated 
and continuously working 

to better health and 
sustainability. 

Improved Patient 
Outcomes: 
 
• Better health 

outcomes. 
• Standard benchmarks 
(connection & 

compliance with care) 
• Patients establish a 

medical home 
 
•  

Key 
- - - - - --    Pathway not specific to pregnant   
                  women care 
 
_______     Pathway specific to pregnant  
                   women care    


